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I.  Introduction 

At  the  request  of  the  Massachusetts  Department  of  Mental  Health  (DMH)  an  independent 
Task  Force  was  convened  to  carry  out  an  objective  review  regarding  the  reporting  and 
interpretation  of  DMH  critical  incident  data  on  client  deaths.  The  Department  also  requested  that 
this  Task  Force  develop  policy  recommendations  which  will  clarify  and/or  correct  existing  and 
potential  problems  identified  by  the  Task  Force. 

The  Task  Force,  composed  of  persons  representing  different  groups  of  stakeholders  in  the 
mental  health  system,  met  six  times  between  August  and  November,  1995.  During  this  period  it 
reviewed  data  with  technical  assistance  from  the  Evaluation  Center® HSRI.  This  report  describes 
the  Task  Force's  conclusions  about  the  trend  in  the  mortality  rate  of  persons  served  by  the  DMH 
and  recommendations  for  system  improvement. 

II.  Is  the  Annual  Death  Rate  Among  Persons  Served  by  the  Department  of  Mental  Health 
Changing? 

Based  on  enrollment  data  available  from  the  DMH  Central  Office  and  mortality  data  from 
the  Department  of  Public  Health  (DPH),  the  Task  Force  was  able  to  review  crude  mortality  rates 
for  the  years  1991-1993  for  all  persons  served  in  DMH  inpatient,  residential  and/or  case 
management  services  (referred  to  as  Group  1  services).  Crude  rates  are  ones  not  adjusted  for 
sociodemographic  variables.  Analyses  suggested  the  effects  of  such  adjustments  would  be  small. 
Since  enrollment  data  were  not  collected  by  the  DMH  on  persons  receiving  services  other  than 
inpatient,  residential  or  case  management  (e.g.,  outpatient  psychotherapy,  emergency  services  and 
clubhouses;  referred  to  as  Group  2  services)  the  Task  Force  was  unable  to  review  mortality  rates 
for  persons  receiving  Group  2  services  only.  Based  on  its  review  of  the  available  data  the  Task 
Force  members  concluded: 

•  Crude  mortality  rates  for  persons  in  Group  1,  computed  using  the  information  in  the 
DMH  and  DPH  databases,  appeared  to  decline  from  1991-1993,  particularly  the  rates 
for  deaths  from  medicolegal  causes  and  suicide.  Medicolegal  deaths  are  defined  here 
as  any  death  not  resulting  from  natural  causes  (e.g.  homicide,  accident  or  injury, 
suicide). 

•  Given  the  data  currently  available,  it  is  not  possible  to  draw  conclusions  about  the 
relationship  of  this  apparent  decline  to  system  changes. 

•  The  trends  for  deaths  from  all  causes  for  Group  1  clients  were  consistent  across 
geographic  areas. 

•  The  data  available  were  not  adequate  for  drawing  conclusions  about  Group  2  client 
death  rates. 
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The  Task  Force  also  recommends  the  following  actions: 

1 .  The  DMH  should  resolve  the  ambiguity  of  who  is  and  is  not  a  DMH  client  and 
implement  a  central  registry  to  provide  unduplicated  counts  of  all  such  persons, 
including  ones  receiving  Group  2  services,  as  soon  as  possible. 

2.  Further  analysis  should  be  conducted  to  address  the  influence  of  variables  such  as  age, 
gender,  and  ethnicity  on  death  rates. 

3.  Further  analysis  should  be  conducted  into  the  sources  of  area  variation  in  mortality 
rates. 

III.  Improving  DMH  Data  Systems 

Mortality  data,  coupled  with  other  information,  can  provide  useful  indicators  of  service 
system  quality.  These  indicators  can  be  used  in  performance  evaluations  to  identify  and  inform 
the  solution  of  system  problems.  They  can  also  be  used  as  outcome  measures  in  research  to 
evaluate  the  impacts  of  specific  interventions.  However,  for  these  indicators  to  be  useful,  the  data 
systems  on  which  they  are  based  must  meet  certain  requirements.  In  the  course  of  its 
investigation,  the  Task  Force  judged  the  DMH  data  systems  to  be  lacking  in  several  respects.  The 
Task  Force  recommends  the  following  actions: 

4.  DMH  and  the  DPH  should  work  cooperatively  with  the  Division  of  Medical 
Assistance  (DMA)  and  its  contractors  in  those  area  where  data  systems  overlap  or 
where  shared  data  bases  will  provide  information  that  would  provide  useful 
information  regarding  service  system  quality. 

5.  New  systems  should  be  designed  and  existing  systems  redesigned  following 
epidemiological  and  evaluation  principles. 

6.  The  DMH  should  regularly  integrate  the  data  in  its  three  existing  separate  enrollment 
data  systems. 

7.  These  systems  should  be  linked  to  DPH  death  records  at  least  annually,  and  ideally 
more  frequently. 

8.  The  existing  systems  should  be  modified  to  track  dates  and  locations  (programs  and 
areas)  of  all  treatment  episodes  so  that  mortality  rates  can  be  tracked  for  persons  in 
"active"  treatment. 

9.  The  Office  of  Internal  Affairs  (OLA)  database  should  be  routinely  linked  to  the 
database  resulting  from  the  merger  of  the  DPH  database  and  the  Group  1  and  2 
databases. 

The  Task  Force  also  recommends  the  following  changes  to  the  OIA  database: 

10.  A  field  for  recording  the  state  in  which  persons  have  died  should  be  added. 
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1 1 .  All  data  should  be  coded  in  numeric  format. 

12.  Separate  fields  should  be  used  for  coding  data  on  variables  for  which  multiple  entries 
are  acceptable. 

New  Systems 

13.  The  Task  Force  recommends  that  as  soon  as  possible  the  DMH  implement  a 
comprehensive  data  system  for  registering  and  tracking  persons  treated  in  Group  2 
services  (i.e.,  persons  treated  only  in  services  other  than  inpatient,  case  management, 
and  residential  care). 

14.  Once  developed,  the  Group  2  data  system  also  should  be  linked  to  DPH  death  records 
at  least  annually,  and  ideally,  more  frequently. 

15.  If  the  implementation  of  a  comprehensive  data  system  will  take  substantial  time,  the 
Task  Force  recommends  that  the  DMH  implement  an  interim  system  that  collects  the 
minimum  information  necessary  for  evaluating  mortality  data.  This  information 
includes: 

A.  A  unique  patient/client  identifier 

B.  Date  of  Birth 

C.  Gender 

D.  Race 

E.  Legal  Status 

F.  Locations  (both  Programs  and  Areas)  and  Dates  of  All  Treatment  Episodes 

G.  Diagnosis 

IV.  An  Additional  Finding  from  the  Data:  The  Issue  of  Preventable  and  Postponable 
Death 

Without  regard  to  the  recent  trends  in  the  crude  mortality  rate  of  the  Massachusetts  DMH 
client  population,  the  Task  Force  has  significant  concerns  about  premature  mortality  among  DMH 
clients.  Strong  evidence  was  presented  to  the  Task  Force  by  Dr.  Bruce  Dembling  that  DMH 
clients  die  from  most  causes  (natural  and  medicolegal)  at  a  younger  age  than  do  other 
Massachusetts  citizens.  It  should  be  noted  that  the  Task  Force  recognized  that  such  findings  are 
not  unique  to  the  Massachusetts  public  mental  health  system  nor  to  the  time  period  reviewed. 
There  is  a  long  and  consistent  history  of  scientific  literature,  briefly  described  in  the  report,  which 
suggests  that  persons  with  mental  illness,  wherever  they  are  served,  die  at  a  younger  age  than 
persons  without  such  illnesses.  Nevertheless,  the  Task  Force  expressed  strong  concern  that  there 
are  many  years  of  life  being  unnecessarily  lost  and  that  there  are  steps  which  could  be  taken  that 
may  partially  remedy  this  situation.  In  this  context,  the  Task  Force  recommends  the  following 
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measures  to  reduce  client  excess  mortality.  The  Task  Force  recognizes  that  this  list  is  only  a 
starting  point  and  that  other  measures  will  be  necessary: 

16.  Much  of  the  excess  mortality  is  due  to  deaths  from  natural  causes.  In  order  to 
improve  the  medical  care  for  DMH  clients,  all  willing  DMH  clients  should  receive 
physical  examinations  at  appropriate  intervals  (Winokur  and  Black,  1987;  Farmer, 
1987).  If  clients  cannot  secure  examinations  on  their  own,  then  the  DMH  should 
provide  these  exams  or  assist  clients  in  obtaining  them.  If  medical  conditions  are 
present,  the  DMH  should  take  responsibility  for  assuring  the  integration  of  mental 
health  and  physical  health  care  and  ensure  that  referrals  to  appropriate  medical 
caregivers  are  made.  DMH  caregivers  should  follow-up  on  these  referrals  to  increase 
the  probability  that  they  will  be  completed.  DMH  caregivers  should  also  attend  to 
issues  of  medication  compliance  for  physical  illnesses. 

17.  Alcoholism  and  drug  addiction  contribute  to  "postponable"  deaths.  Care  givers  should 
be  rigorous  in  looking  for  the  presence  of  these  conditions  in  DMH  clients  and  take 
active  steps  to  help  clients  recover  from  addiction.  (Martin,  et.  al.,  1985) 

18.  Case  managers  should  be  specifically  trained  to  recognize  and  respond  to  their  clients' 
physical  health  care  needs.  (Farmer,  1987) 

19.  Care  givers  should  be  particularly  cognizant  of  physical  health  problems  associated 
with  psychotropic  medication  and  should  educate  clients  to  these  side  effects. 

20.  There  is  evidence  that  a  significant  portion  of  the  excess  mortality  of  persons  with 
mental  illness  may  be  due  to  poor  health  habits/behaviors.  DMH  should  take  a 
proactive  stance  in  educating  and  promoting  positive  health  practices.  (Segal  and 
Kotler,  1991;  Farmer,  1987) 

21.  Smoking  is  the  most  clear  example  of  a  poor  health  habit  which  is  over-represented  in 
the  DMH  population.  It  deserves  particular  attention.  DMH  providers  should 
encourage  reduction  in  smoking  in  an  educational  format  which  is  appropriate  to  the 
client.  (Farmer,  1987;  Hughes  &  Frances,  1995) 

22.  The  Department  of  Mental  Health  currently  has  no  policy  with  regard  to  Do  Not 
Resuscitate  (DNR)  orders  for  DMH  clients  in  community  facilities  to  which  DMH 
refers  clients.  The  Department  should  develop  a  policy  or  standard  protocol  to  ensure 
that  the  rights  of  their  clients  are  protected  with  regard  to  DNR  orders. 


V.  The  Process  of  Investigations 

A  subcommittee  of  the  Task  Force  was  formed  to  discuss  and  recommend  improvements 
to  the  investigative  process  regarding  complaints  and  critical  incidents  involving  DMH  service 
recipients.  The  subcommittee  discussed  issues  concerning  the  purpose  of  investigations,  the 
independence  of  the  investigative  body,  and  the  nature  of  the  investigative  process.  The 
following  are  the  final  recommendations  endorsed  by  the  subcommittee  and  subsequently  by  the 
Task  Force. 
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The  subcommittee  and  Task  Force  recommend  that  the  purpose  of  investigations  should  be: 

23.  To  arrive  at  an  accurate,  objective  statement  of  what  happened  to  the  client. 

24.  To  identify  and  answer  important  questions  for  family  members,  significant  others,  and 
other  agencies. 

25.  To  provide  important  information  to  DMH  for  improving  the  quality  of  services 
offered. 

26.  Within  the  framework  of  client  rights  to  privacy  and  confidentiality,  to  make 
information  available  to  the  families  and  significant  others  of  the  deceased  person. 

With  respect  to  the  independence  of  investigations,  the  subcommittee  and  Task  Force 
recommend  that  the  DMH  establish  an  organizational  unit  to  investigate  deaths  that: 

27.  Is  responsible  only  to  the  Commissioner,  and  to  no  one  else  in  the  Department. 

28.  Has  adequate  resources,  both  human  and  monetary. 

29.  Maintains  oversight  over  all  investigations. 

30.  Provides  regular  and  timely  progress  reports  to  the  Commissioner. 

With  respect  to  the  process  of  investigations,  the  subcommittee  and  Task  Force  recommend  that 
the  DMH: 

3 1 .  Develop  a  set  of  standards  specifically  for  investigations  of  deaths  (as  opposed  to 
other  complaints),  specifying  which  types  of  deaths  should  be  investigated. 

32.  Revise  regulations  so  that  they  contain  realistic  timelines  for  the  investigative  process. 

33.  Monitor  investigations  to  ensure  that  they  are  completed  in  a  timely  manner. 

34.  Specify  that  extensions  should  only  be  granted  by  the  Commissioner  when  absolutely 
necessary.  No  "indefinite  extensions"  should  be  granted.  Specifics  of  the  extensions 
must  be  included  in  the  report 

35.  Maintain  control  over  all  investigations  and  include  this  authority  in  its  contracts  with 
other  providers. 

36.  Provide  investigators  with  training  in  which  they  learn  the  protocol  for  writing  a  final 
report. 

37.  Train  investigators  to  interview  consumers  and  family  members  and  incorporate  these 
stakeholder  perspectives  in  their  reports. 

38.  Have  an  "effectiveness  review"  of  each  report.  The  goal  of  this  should  be  to  analyze 
the  quality  of  the  report  and  to  determine  if  findings  were  used  to  improve  services. 
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